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N 002 1200-8-6 No Deficiencies N 002

This Rule is not met as evidenced by:

Intakes: TN0O0030475

During the investigation conducted on 9/14/2012,

no deficiencies were cited for the faciltiy.

Division of Health Care Facilities
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM 6899 YGZL21 If continuation sheet 1 of 1



